Compassion has long been considered the cornerstone of the patientdoctor relationship. It is described in our medical ethics as a virtue 'that combines an attitude of active regard for another's welfare with an imaginative awareness and emotional response of deep sympathy, tenderness and discomfort at another's misfortune or suffering' (1) . There is a great deal of evidence to suggest that patients want their physicians to be compassionate and there is also some burgeoning evidence to indicate that compassion may improve care (2) (3) (4) (5) (6) . However, we seem to be struggling to deliver compassionate care to our patients. Reports such as the Francis report highlight compassion as an area that we need to improve upon in healthcare delivery (7) . Our medical students are leaving training with less empathy and compassion than when they enter the halls of our medical schools (8) . In response to these findings we have seen increasing interest on the topic of compassion in the healthcare literature (9) . But is compassion worth exploring more or is this terrain just too vague and complex to navigate?
Empathy versus compassion
Compassion is multifaceted. It can be viewed from many different vantages: is it an emotion, a virtue or a personal trait? Some authors feel that it's complexity renders it undefinable (10) . Others propose that empathy is a more straightforward concept to work with and perhaps empathy has been embraced in the medical literature because of this (11) . In the psychology literature empathy is generally described as the emotional resonance and the cognitive understanding of another's emotions (12) . In this definition, there is no link with action to alleviate suffering or any moral imperative to do so. However, in the medical literature the definition of empathy has been extended to describe the behavioural actions of empathy and a moral imperative to alleviate suffering (11) . This is where the concepts begin to overlap and the difference between empathy and compassion becomes harder to elucidate. A recent scoping review of compassion in the healthcare literature finds that an empirical understanding of the nature of compassion is lacking but does offer some insights into a different emphasis when describing compassion (9) . Firstly, they describe compassion as something that occurs in relationships. Secondly, compassion is founded on two conditions: the presence of suffering in a person and the desire by another person to alleviate it. To be aware of another's suffering one must have at least an element of affective empathy, so some form of empathy must be a precursor to compassion.
The overlap in our constructs of empathy and compassion presents an obstacle for making progress in research in this area and further work needs to be done to establish clearer constructs.
There are likely several reasons why researchers chose empathy over compassion and it may be that the cognitive and emotional process of empathy is less emotive than compassion which is derived from the Latin 'to suffer with' (9).
Why address compassion?
The advantage of addressing compassion, as opposed to empathy, is that the emphasis is on the more challenging areas of relationship and suffering. As physicians, our work is grounded in relationships with our patients and relationships are complicated, messy and hard to delineate. Suffering is unpleasant, hard to watch, and difficult to alleviate but this is central to the experience of living with illness and working with the ill. There is no doubt that empathy is vital to patient care. The ability to empathize with our patients allows us to 'walk in the shoes' of our patients and understand their experience of illness. This then helps us to better diagnose our patients and provide better treatment (6) . Expressions of empathy can let our patients know that we care (6) . We can increase cognitive empathy by reading patient narratives (13) . We can augment our students' behavioural empathy by teaching them to ask about patient ideas, concerns and expectations (ICE) (14) . But this is not enough. If we do not go beyond this, we end up with students 'ICE-ing' patients rather than really getting to the nub of the patient's experience and suffering.
Examining different constructs of compassion can provide a better understanding of where the difficulties lie in developing and maintaining our ability to be empathetic and compassionate. Goetz in her evolutionary analysis of compassion provides an interesting lens through which to view compassion (15) . She posits two main arguments: (i) compassion evolved as a desirable trait as it promoted mutual cooperation and group survival and (ii) we undergo a series of emotional appraisals prior to feeling and displaying compassion. These appraisals are based around ideas of mutual benefit. In other words, the act of compassion will benefit the giver as well as the receiver. She proposes three appraisals that we process in response to suffering: (i) the 'relevance' of sufferer to self, (ii) the perception of whether the 'sufferer' deserves help and (iii) the individual's ability to 'cope' with the situation at hand.
Relevance and relationship
The idea of relevance is important to explore. Clearly if the sufferer is your patient and you are his/her physician, this person is relevant to you. Your role as a physician is predicated on treating those who are unwell but how far does this go? Are we, as physicians, only there to provide the latest scientific knowledge to treat a specific disease or are we there to heal a person? Does our job stop at finding a cure or is it also about caring for them? Are we there to control disease processes (16) or are we there to support patients on their journey? If we perceive that our job description does not include addressing suffering or entering into a deeper relationship, we are unlikely to engage compassionately with our patients.
There is perhaps an illusion when we enter medicine that our role as physicians is to control disease and cure patients. Halpert and Marcus have suggested that physicians can develop a 'hero-healer' complex, believing they can defeat disease and death (17) . Practice soon shows us that there is little we control and few diseases that we cure. This combination can put us at risk of having high expectations which are never met, leading to disillusionment, dissatisfaction and disengagement with our patients. Remen suggests that if our motivation as physicians can transform from the more ego-based hero who 'fixes' patients to a more spiritually based drive to 'serve' patients we may be able to practice more compassionately and with greater satisfaction (18) .
The sufferer and empathy
In practice we are often faced with patients who challenge our ability to be compassionate: the complainers, the drug seeker, the non-compliant (19) . As physicians, we cannot expect our patients to return compassion but it can be challenging when our patients are lacking in gratitude, manipulative, abusive or frustrating. These patients can bring out feelings of anger and inhibit our ability to be compassionate. This is where empathy comes in. In order to understand where their behaviour stems from it is important to be able to 'walk in the patient's shoes'. This is not always easy when the person's experience is so far removed from one's own, as in some of our difficult patients. This is where having a fuller understanding of what causes people to suffer, and how suffering manifests is so vital. Cassell in his book 'The Nature of Suffering and the Goals of Medicine' attempts to articulate the kind of knowledge that will lead physicians to understand who the patient is and what causes them to suffer (20) . By understanding the nature of the patient (for example, their opinions, attitudes and hopes) one can understand the nature of illness. This kind of deep personal knowledge allows the physician to reconstruct the patient's past and anticipate the patient's future.
Coping and boundaries
According to this appraisal model of compassion, if we feel that we are unable to cope with suffering of our patients, we will feel distress instead of compassion. This distress is probably one of the most pivotal reasons why we have struggled with compassion as a profession. There are many factors that can contribute to our perception of whether we can cope with the suffering in front of us. Do we feel that we have the expertise to deal with this problem? Although we are trained to treat many conditions, many young physicians feel uncomfortable dealing with the psychosocial aspect of illness (21) . Do we have the time to deal with these problems? Physicians are increasingly required to do more in less time. These time pressures can lead to not addressing the core reasons for suffering (22) . The mental and emotional capacity to address these issues involves a baseline cognitive and affective capacity to be empathetic, an ability to manage other aspects of our lives (health, wealth and home) and finally to be mindful and present in the clinical encounter (23).
If we are to engage compassionately with our patients, we need training that helps us to develop skills in these areas but also to lay the groundwork for us to set boundaries. To be compassionate we need to balance our desire to help with our need for equilibrium in our lives outside of the clinic. We need to be able to engage emotionally but be able to maintain our objectivity. If we can develop these skills and set these boundaries our engagement in compassion can provide meaning and satisfaction in our work rather than leading to distress and burn out (24) .
Conclusion
Compassion is a complex concept and it is not well understood. Though central to our work as physicians, there are many obstacles to providing our patients with compassionate care. The current reality of working in systems that provide less time with patients and fragment continuity of care can further strain our compassion. It is therefore even more crucial to search for methods of resilience at this time. The research done on empathy has taken us a step closer to providing good care for our patients but the exploration of compassion is vital to improving upon this. Exploring compassion further in medical research and education can help us to discover methods that allow us to cope with our patients' suffering and ultimately provide more effective care over time.
